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Introduction
Non-specific aortoarteritis, otherwise known as
Takayasu’s arteritis or Martorell’s syndrome is a rare
systemic inflammation of uncertain etiology.1 Dr
Mikito Takayasu, a Japanese ophthalmologist, first
described this aortoarteritis in 1908 as a symptom
complex that leads to occlusion and ectatic changes in
the aorta and its main branches. Many questions
regarding its epidemiology, ætiology, and appropriate
management remain unanswered. The aortoarteritis is
frequently localized in the aortic arch, but can affect
the entire arterial system leading to stenoses, occlu-
sions or aneurysms. We describe a case of Takayasu
arteritis in a middle-aged patient that required
multiple open surgical and endovascular interven-
tions for recurring aneurysmal disease.
Case Report
A 28-year-old caucasian male, who complained about
pain in the back, dizziness and vomiting was referred
to our hospital thirteen years ago. On physical
examination, a bruit could be heard above the level
of the renal arteries and the patient was hypertensive
at 210/100 mmHg. Potassium, urea and creatinine
levels were elevated.
The angiogram showed bilateral stenoses of the
renal arteries and an infrarenal aortic dissection (Fig.
1[1]). When the vascular pathology was discovered,
the patient underwent open surgical dacron tube graft
insertion for his aortic dissection and renal autolog-
uous bypass grafting for bilateral renal artery stenoses
(Fig. 1[2]). Histology confirmed the clinical diagnosis
of Takayasu’s arteritis. Postoperatively, the blood
pressure and renal function returned to normal.
Ten years later, an aortoduodenal fistula was found
and the patient underwent re-operation using another
dacron prosthesis as a temporary treatment for this
hæmorrhagic emergency until a fresh cadaveric
homograft could be inserted in another hospital two
months after his second operation (Fig. 1[3]).
One year later, a contained rupture of the aortic
homograft was discovered on a CT scan after the
patient had complained of back pain. To prevent major
hæmorrhage, an endovascular bifurcated graft was
placed below the renal arteries (Fig. 1[4]).
About one year after endovascular AAA exclusion,
the CT scan of this patient revealed a successfully
excluded infrarenal aneurysm with the aneurysm sac
shrinking from 4.5 to 4 cm. A saccular aneurysm of the
proximal part of the homograft was found.
In accordance with observations of stent behaviour
in carotid artery aneurysms,2 two Palmaz-XXL-stents
were inserted around the proximal anastomosis of the
aortic homograft (Figs. 1[5] and 2). As the aneurysmal
disease remained active despite repeated endovascu-
lar treatment of the homograft, open surgical replace-
ment of the aortoiliac vessels with a dacron bifurcated
prosthesis including reimplantation of the superior
mesenteric artery, cœliac trunk and renal arteries was
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carried out through a thoraco-abdominal retroperito-
neal approach (Fig. 1[6]).
Three months later the patient was symptom free
and working full-time as a graduate chemist.
Discussion
This case report describes complications and their
different management strategies in a young patient
treated for infrarenal aortic dissection and bilateral
stenoses of the renal arteries due to Takayasu’s
disease.
The surgical treatment of patients with aortoarter-
itis is not standardized and many questions remain
unanswered. It is clear that outcomes are best when
operations are performed when the disease is quies-
cent.3 There is little experience with the use of
endovascular techniques in aortoarteritis and long-
term results are unknown.
The use of prosthetic and venous grafts in arterial
reconstruction carries a 20% incidence of aneurysm
recurrence.4 Miyata et al. reported on a 4.85-fold
increase in anastomotic aneurysms in aneurysmal
lesions in Takayasu’s disease.5 Two causes of aortoen-
teric fistula are possible. On the one hand, the
mechanical contact of graft material and bowel can
lead to damages to the intestine wall. This occurs more
frequently following aortofemoral grafts with anterior
end-to-side anastomoses.5 On the other hand, con-
tamination of the retroperitoneum during the first
operation or an inflammatory process as seen in
aortoarteritis may be involved.3
Different strategies are debated for the surgical
treatment of aortoenteric fistulæ. Extra-anatomic
bypass grafting using the axillobifemoral bypass
has been favoured for a long time to avoid placing
artificial graft material in an infected site.6
Although this approach has significant disadvan-
tages such as a comparatively high rate of
thrombosis of 30 – 40% over five years,7 it is
recommended for severe graft infections. Where
there is massive intestinal hæmorrhage, laparatomy
has to be performed before arterial reconstructive
surgery is performed.
It is unclear which of the processes described
above led to the formation of the fistula in our
patient. Due to the absence of signs of severe
infection at the time, we decided to perform an in
situ graft replacement. Unfortunately, the situation
could not be controlled sufficiently with pharmaco-
logical treatment and signs of graft infection
emerged two months later, requiring a cryopre-
served homograft to be implanted.
Arterial allografts are used in vascular surgery in
infected areas or where there is active inflammation.
Degeneration and rupture of homografts, graft insuf-
ficiency or aneurysm formation are well documented
in the literature, with a graft-related complication rate
as high as 25.5% and mortality rates as high as 25%
after homograft insertion.5,8 Whether very early graft
rupture is related to rejection or cryopreservation
Fig. 1. Summary of treatment options used in our patient with Takayasu’s disease.
Fig. 2. Insertion of two Palmaz-XXL stents. The first stent was
deployed with a 1.5 cm overlap within the aortic endograft.
The second stent was placed proximally, leaving the orifices
of the renal arteries uncovered.
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techniques is unknown and the role of immunosup-
pression is unclear.
Cryopreserved grafts may not be long-term sol-
utions because of the vascular biology of the inflam-
matory aortic pathologies, but may be considered as a
bridge to allow resolution of inflammation before in
situ prosthetic graft replacement.9,10
In this report, we describe the history of a patient
who underwent various surgical procedures for
inflammatory vascular disease. Insufficiency of
prosthetic material, rupture of allograft material or
dilatation of the suture lines have all been observed
in the same patient, each requiring a different
therapeutic approach.
The effect of bare stents on thrombus formation
in intracranial aneurysms has been evaluated in
experimental neuroradiologic studies.11 Unfortu-
nately, this therapeutic approach was unsuccessful
in our patient because of recurrent aneurysm
formation secondary to aortoarteritis.
As we have shown here, different endovascular
strategies can be combined in the solution of vascular
problems associated with reconstructive aortic surgery
in Takayasu’s syndrome. Long-term postoperative
surveillance is mandatory in patients who undergo
arterial reconstructive surgery for this disease, both
because of the vascular biology of Takayasu’s disease
and due to limited experience with endovascular
grafts in inflammatory aortic pathologies.
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